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When the results of ACTG 076, a clinical
trial supported by the National Institutes of
Health, were published in 1994, it was already
clear that the AIDS toll in sub-Saharan Africa
and Asia would be immense. This landmark
study showed that a single antiretroviral drug
taken for a short time (i.e., not a lifetime) could
reduce mother-to-child transmission (MTCT)
of HIV by a stunning 67%.1 Although the reg-
imen was not practical for use in developing
countries, its success pointed to a whole new
avenue of prevention: antiretroviral drugs taken
by pregnant HIV-infected women to prevent
transmission to the infant.

We now have data on the effectiveness of
several short-course oral regimens using zido-
vudine, zidovudine plus lamivudine, and nevi-
rapine.2–6 All but nevirapine require multiple
dosing regimens, usually for several weeks, but
they all work, some perhaps as effectively as the
original complex 076 regimen.7 Breastfeed-
ing, widespread in Africa, attenuates the re-
duction of HIV transmission achieved by in-
trapartum antiretroviral regimens. However,
the short-course zidovudine and nevirapine
regimens have been shown to have long-term
benefits to the breastfed infant.8,9

Today in North America and Europe,
MTCT of HIV has declined greatly as a pub-
lic health problem, and there are data to suggest
that adoption of the 076 findings in standard
pregnancy care has contributed to this decline.10

In the poor countries of the developing world,
however, not a single country is able to offer
antiretroviral drugs routinely for the preven-
tion of MTCT outside of the private sector. Not
Thailand, where the first short-course zidovu-
dine regimen of proven efficacy was introduced
in early 1998.11 Not Uganda, where the nevira-
pine regimen was proved to be about 50% ef-
ficacious in 1999.4

At the end of 1999, there were 15.7 mil-
lion HIV-infected women and 1.3 million HIV-
infected children worldwide.12 Nearly all HIV-
infected children younger than 10 years

acquired HIV from their mothers and live in
developing countries. To date, the nevirapine
regimen tested in Uganda is the simplest and
cheapest. It amounts to giving 1 dose of nevi-
rapine to the HIV-positive mother while she
is in labor and 1 dose to the infant within 3
days of birth. What accounts for this failure
to translate such a simple regimen into saving
lives?

Rosenfield and Figdor13 tackle some of
these concerns in this issue of the Journal.They
do well to remind us that if we take care of
mothers, mothers can take care of their infants.
The question is not the safety of these regi-
mens to the mother or infant; all available data
show that the regimens are safe.14 At issue is
how we prioritize public health interventions
and how we view, in the context of child sur-
vival, the benefits and obligations of women
who are mothers.

Cost: the Main Barrier

It is not universally agreed that saving an
infant born to an HIV-infected mother is a sen-
sible use of public funds in poor countries.The
infant will be born into extremely difficult cir-
cumstances; death is predicted at least for its
mother and probably for its father. Should we
invest public dollars in preventing infant
deaths—an investment that will translate into
a rising tide of orphans? In hard-hit countries,
such as Zimbabwe, it is predicted that by 2005,
1 in 3 children younger than 15 years will be
orphaned. The social cost of so many young
people’s being raised without parental or adult
guidance will surely be very high.

It would be misleading, however, to sug-
gest that policy debates have delayed imple-
menting MTCT reduction, except possibly in
South Africa. In sub-Saharan Africa, apart from
South Africa and Botswana, the first and still
insurmountable obstacle is that of cost. Africa
will not see the declines in HIV infection

among children that are seen in North Amer-
ica and Europe, unless funds are provided to
governments to support these efforts. And this
support must come from the rich countries—
as debt forgiveness by the International Mon-
etary Fund and World Bank, reduced pricing by
pharmaceutical companies, generic drug pro-
duction, and grants.

Models for HIV Testing

Despite the lack of national programs, ex-
perience in implementing reductions in MTCT
in sub-Saharan Africa is growing. The com-
bined efforts of United Nations agencies (Joint
United Nations Programme on HIV/AIDS
[UNAIDS], United Nations Children’s Fund
[UNICEF], and the World Health Organiza-
tion [WHO]) have supported 11 pilot projects
in different African countries, and more re-
cently, the Call for Action initiative launched
18 projects in 6African countries. In addition,
antiretroviral drugs are being offered as part
of the “best practice in obstetric care” in re-
search initiatives that examine other interven-
tions to reduce MTCT. These special projects
suggest that delivering effective drugs to HIV-
infected mothers for the reduction of MTCT
will not be as simple as doling out pills. In-
deed, the challenges of intrapartum manage-
ment of syphilis—a condition treatable with a
single penicillin injection—might have warned
us of the difficulty of translating an effective
program into care.15

Many pregnant African women do not
choose to have an HIV test when offered one.
As a consequence, most HIV-infected women
are not identified and are not offered drugs,
even in the adequately supported pilot setting.
For example, in our site in a working-class area
outside of Harare, we estimate that only 15%
of HIV-infected women in the target popula-
tion presently benefit from drugs to reduce
MTCT.16The main obstacle is low rates of par-

Keeping the M in MTCT: Women, Mothers, and HIV Prevention



May 2001, Vol. 91, No. 5702 American Journal of Public Health

Women, Mothers, and Health

ticipation in counseling and testing.We use the
standard approach of individual pretest and
posttest counseling. This “package” was de-
veloped for adults who wished to learn their
status at a time when there was little or nothing
in the way of therapy. One of our key aims was
to prepare people for bad news by offering pos-
itive advice on healthy living and prevention.

Transferred to the care setting, where
pregnant women are accustomed to following
health workers’ advice, voluntary counseling
and testing makes new and unusual demands
on the woman who has come for prenatal care.
She must talk to a stranger about her thoughts
and feelings. She is advised to try to raise these
issues with her husband, with whom she prob-
ably rarely discusses such matters. Further-
more, she is told that the decision is hers to
make. The responsibility (and presumably the
blame) is hers. Is this fair?

Another approach is to make a positive
recommendation, offer universal screening,
and allow women to decline if they choose.
But preliminary experience suggests that using
an “opt out” approach (with universal HIV
counseling and testing), instead of the standard
“opt in” approach, to increase women’s will-
ingness to be tested may not result in greater ac-
cess to antiretroviral drugs.17 More women may
have HIV tests, but they may not return for the
results. In settings with high prevalences of
HIV, where stigma and denial continue to char-
acterize the response to HIV infection, we must
conclude that women have very good reasons
for not wishing to know their HIV status. In
the tragic calculus of possibly saving her un-
born child from HIV infection vs the social
cost of knowing her own HIV-positive status,
the cost of known HIV status is higher.

Why would this be so? Because a woman
who learns her positive HIV status before her
husband learns his own status very likely will
be blamed for “bringing the infection home.”
And having a husband is crucial to the survival
of the mother and her children. What sort of
benefit is it to know that one is HIV positive,
to face certain death, to be isolated and possi-
bly cast out? For reduction of MTCT to occur,
this social context must change.A program that
increases the perception that women are to
blame for HIV infection—a notion already en-
trenched in the public’s awareness of prostitu-
tion—will not gain women’s widespread sup-
port. It does no good to blame women or
suggest that they are not good mothers. That
men are “bringing HIV home” has been well es-
tablished.

PCTC and Blame

Because it takes two to transmit HIV and
two to make a child, women’s health advocates

and others have suggested we replace the “M”
in MTCT with a “P” for “parent.” Use of the
term “PTCT” emphasizes the joint responsi-
bility of both parents in the transmission of
HIV to an infant. The father infects the mother
and the mother then infects the child in a cas-
cade of parent-to-child transmission.

In reminding us all that it is the infection
of women as partners and wives that creates
the problem of mother-to-child transmission,
PTCT is a useful term. But that is its only util-
ity. The father may not be the man who infected
his wife, although he usually is. It might have
been a previous partner. Should we use “adult-
to-child transmission” (ATCT)? But this term,
like PTCT, lacks biological specificity. It is
true but vague, and greater vagueness will not
help our prevention efforts.

Oneof thechallengesofbuilding thesocial
context into our prevention strategies is to re-
tain the biological specificity of what we know
about HIV. Yes, AIDS is a disease of poverty,
andit isadiseaseof inequalitybetweenthesexes.
But it is also an infectious disease caused by a
virus.For the infant, it ismaternal infection that
matters, and it is mother-to-child transmission
thatweseek to interrupt.Mother-to-child trans-
mission isanaccuratephrase,andasaparadigm
it has yielded the highly effective antiretroviral
approaches.Therearemillionsofwomen in the
world today who are HIV positive. We cannot
prevent their HIV infection. Women are more
thanmothers,butmanywomenseemotherhood
as a benefit, not only an obligation. For many
HIV-infectedwomen,abetterchance tohavean
uninfected child is the only good news there is.

Taking Care of Women

This brings us to the last point raised by
Rosenfield and Figdor: What about the treat-
ment of women? If we care about child sur-
vival, what should be done about maternal sur-
vival? Certainly the death of a young mother
carries high social costs. A recent review by
Foster and Williamson18 suggests that the loss
of a father is just as costly, because he is often
the breadwinner. Here we should ask, “What
about the treatment of parents?” If we look
carefully at how MTCT is being vanquished
in the wealthy nations, we see that success in-
creasingly is due not to specific MTCT regi-
mens but to the treatment of adult HIV infec-
tion.19 Intensive antiretroviral therapy for the
mother’s infection also reduces HIV transmis-
sion to her infant.

If we take care of women, we will take
care of mothers. If we take care of mothers,
we will take care of infants. If we fail to begin
to think about the therapeutic use of antiretro-
viral drugs in Africa, we risk (as DeCock and
others20 wrote in the Journal in 1993) caring

about AIDS in Africa but not about Africans
with AIDS.
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In 1985, a report subtitled “Where is the
M in MCH?”1 pointed out that most, if not all,
maternal and child health (MCH) programs,
both domestic and international, focused on
health issues concerning infants and young
children. Women were considered, if at all,
only in relation to improving infant neonatal
outcomes. This focus was partly justified in
the developing world, where infant mortality
rates of 100 per 1000 or higher meant that mil-
lions of infants and young children were dying
each year. With maternal mortality ratios as
high as 500 to 1000 per 100000 live births,
however, each year an estimated 600 000
women were dying from pregnancy-related
complications. The vast majority of these
deaths were preventable. In addition, several
million more women were suffering serious
complications, most notably vesical vaginal
fistula and rectal vaginal fistula, which result
in permanent urinary or rectal incontinence,
essentially making outcasts of the women who
survive.

At the end of the 19th century, maternal
mortality ratios in North America and Europe
were similar to those today in most developing
countries. Antibiotics, safe blood transfusions,
and ready access to both emergency surgical
care and safe, legal abortion services have dra-
matically reduced these ratios (to 8 to 12 deaths
per 100000 live births). But with great world-
wide inequities in income distribution and ac-
cess to health and social services, rates of ma-
ternal mortality and morbidity in developing

A long course of treatment during preg-
nancy can reduce MTCT to minimal levels.3

Research in Africa and Asia has demonstrated
that shorter, much less expensive courses of
therapy also decrease transmission rates, al-
though not to the same extent as the longer
ones. 4,5 However, as Berer states, “Short
course AZT treatment is an intervention that
uses women’s bodies to deliver preventive
treatment to infants. Although the anti-HIV
benefit to infants is clear, there is no benefit to
the women.”6

Impact on Women

There is a paucity of research examining
the health impact of short-course therapy on
women. Many clinicians have assumed that
single-dose nevirapine and the slightly longer
short-course therapies do not increase viral re-
sistance to these drugs. However, one report
suggests that viral resistance may be induced
following a single dose of nevirapine.7 Clearly,
further research is needed to determine the ef-
fects of antiretroviral interventions on women’s
health. Although resistance may not be crucial
if the woman does not receive treatment in the
future, treatment for women may well become
available. Efforts by South Africa to negotiate
drug pricing and possible initiatives by both
the pharmaceutical industry and Western na-
tions could result in more widespread drug
availability, which would be beneficial in re-

countries remain extraordinarily high, even
though the solution requires no new technolo-
gies, no new drugs, and no new vaccines. Ac-
cess to emergency care is the single most im-
portant component in lowering maternal
mortality. In Africa, Asia, and Latin America,
access to such services is either very limited
or entirely absent.

HIV: MTCT

A similar dynamic underlies efforts to de-
crease mother-to-child transmission (MTCT)
of HIV. At the July 2000 international AIDS
conference in Durban, South Africa, much of
the discussion focused on preventing mater-
nal–infant transmission of HIV. In 1999, an es-
timated 500000 neonates were infected with
HIV during the prenatal, intrapartum, or breast-
feeding periods.2 Further estimates suggest that
as many as 50% of all deaths among children
younger than 5 years in such countries as South
Africa and Zimbabwe are from AIDS; in Bots-
wana, that figure reaches 64%.

With 50% of all AIDS cases in Africa and
Asia occurring among women, MTCT will
continue at an astounding pace. The overall
rate of perinatal transmission is approximately
25%; among breastfeeding women, the rate is
as high as 45%.2 Effective treatment to sub-
stantially decrease transmission is available in
the West—but not in sub-Saharan Africa and
Asia.
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